costs for 238 employees enrolled in a worksite wellness program (Patterson, 1986) ; another author (Bertera, 1990 ) reported a documented two fold return on investment for health promotion programs. A 14% decrease in disabilities was noted for those enrolled in worksite wellness programs in comparison with a 5.8% decline at a control site (Bertera, 1990) . Health promotion programs, such as smoking cessation, stress management, and hypertension control, have been shown to significantly reduce health care costs (Katzman, 1989) .
The focus of occupational health programs has evolved over the decades from worker safety standards (early 1900s) to employee assistance and health screenings (1930s to 1950s) to health promotion and stress management (1970s to 1980s) to holistic management of worker health care (1900s) . With the advent of new federal regulations, such as the Americans With Disabilities Act, employers' interest in the health status of employees has again become an important issue. Employers have found that, despite strategies to control health care costs, such as requiring a second opinion, cost sharing, increasing employee premium contributions and deductibles, and enrolling in HMOs, costs continue to rise (Pencok, 1991) .
Employers continue to turn to health care providers to help manage health care costs. Hospitals are identifying occupational health programs as profitable bridges to build with employers. Hospitals have chosen to initiate occupational health programs because of 100% reimbursement rates for work related injuries; federal regulations
With new federal regulations, such as the ADA, employers' interest in the health status of employees has again become an important issue.
such as drug testing; profitability (7.7% profit margin in less than 5 years ); and the potential to generate additional visits and use of ancillary services (Weisman, 1990) . Occupational health programs are chosen areas for hospital diversification because of their ability to generate r eferrals 00% referral rate to sp ecialists) and provide a constan t flow of fee for service clients. Most programs (97%) break even within 3 years. Experience has shown that a clinic visit for an industrial injury ca n gener ate 1.5 to 2.8 re turn visits (Dougher ty, 1989) .
Programs with comprehensive, client driven services are most likely to succeed. The program must act as a resource link that addresses not only workplace injury care, but also the employee 's broader h ealth care concerns. To be judged as valuable, each ambulatory encounter must be perceived by the employee and employer as providing convenience, timely ca r e, improved well being, and decreased uncertainty (Bopp, 1989) . In a successful occupational health program both employer and employee must feel they have the knowledge and the correct information so that they can access and use the system.
Employers today are much more sophisticated in the data collection and cost analyses they use to select health care providers. Employers are looking for providers who coordinate all aspects of care; cater to employers' needs; deli ver cost effecti ve, quality care; have the ability to measure and document quality of care and outcomes; and are willing to assume appropriate levels of financial in vestment/risk.
Th is article provides details on the development of a successful hospital based occupational health program which addressed fragmentation of worker health care.
MARKET ANALYSIS Target Market and Market Needs Assessment
Prior to designing the program, analysis of workers' compensation emergency service usage at the hospital demonstrated that the heaviest us ers of emergency services for workers' compensation injuries were community ba sed companies.
56
Of the 36 companies identified as "heavy users" by the hospital's definition (compa nies having five or more employees treated in a year's time in the emergency service), 31 were community based.
From 631 companies that used the hospital's outpatient services throughout 1991, 1,278 client visits were counted (excluding hospital employee workers' compensation visits). The majority of visits were emergency service visits (61%). The remainder of visits included outpatient visits for lab/imaging (26%); ser ial visits for occupational therapy (OT)/physical therapy (PT) (11%); diagnostic services (1.9%); inpatient visits (3%); and transfers (.7%). The type of workers' compensation injuries seen in the emergency department most often were wounds and muscle injuries, followed in lesser number by contusions, fractures, and repetitive motion injuries.
Community Assessment
The Chamber of Commerce lists 272 member companies and includes both industrial and service based companies. The number of employees per company varies from less than five to over 400 . A survey during early 1992 assessed the patterns of health care use by employers within the target market. This survey was preceded by a focus group composed of five business owners from the hospital's service area who discussed the health care needs of their employees. The findings from this focus group were used to develop the survey instrument.
A list of both industrial and service companies was compiled from the State Manufacturers Listing of Industrial and Service companies and the local Chamber of Commerce membership. A convenience sample of over 40 companies selected from this list was visited by a representative from the hospital. Employers were queried about how the hospital might better serve their health care needs. Data were gathered via walk through tours of facilities and the written survey instrument.
Of the employers who participated in the su rvey, work force size ranged between five and 500 , with a mean of 108 employees per employer. Employers in the sample represented companies producing heavy manufacturing of industrial products and bakery products; production of fine measuring equipment; banking; food service; retailers; supermarket retailing; public service; and mental health care.
These employers contracted with a variety of wor kers ' compensation providers. Eighty-three percent of the employers had paid for care of work r elated injuries, r esulting in an average of 39 injuries/company over the past year and 106 days/company of lost work days over the past year. Employers were asked to identify their major challenge with regard to employee health or safety. One fourth identified cost as a major challenge and felt that the hospital could help in meeting this challenge by providing cost effective care. One fourth identified injury care and prevention as a significant challenge. The remaining responses related to the need for safety and health promotion programs, illness coverage, and decreasing insurance risks.
The employers were asked to rank on a Likert Scale the factors important in selecting occupational health care services for their employees (See Table 1 ). The hospital already possessed many of these attributes, but awareness of the hospital's service capabilities was not very high among the employers interviewed. Those factors listed as most important in the selection proce ss were the hospital's broad array of services and closeness to most employers. With minimal restructuring and minimal capital outlay, the hospital could easily provide the communication factors and the educational options important to employers.
On site services, comprehensive tracking, and periodic summary reports were not of major interest to employers. Most employers had a system for tracking OSHA reportable incidents and their workers' compensation providers offered comprehensive tracking services.
Although 24 hour a day service was an important factor, most employers felt that occupational health services could be used best during standard daytime office hours.
When employers were asked where they would take an injured employee who required emergency care, 22 employers (55%) stated they would choose the hospital, while 11 employers indicated they would select a clinic setting first.
Of the employers surveyed , 56% provided first aid training and 54% provided CPR training to employees. Forty-six percent provided audiometric examinations and 44% of employers provided pre-placement physicals, workers' compensation evaluations, and injury rehabilitation over the past year. Less than one third of employers provided health promotion services such as blood pressure screening, cholesterol screening, annual physicals, or stress reduction training (See Table 2). Most employers (70%) indicated that most employees with back injuries requiring rehabilitation services were directed in this selection by their own physician.
Employers were asked to indicate their level of interest in services the hospital might provide under the auspices of an occupational health program. The greatest degree of interest centered around the treatment and prevention of work related injuries. Many employers were not aware of the hospital's ability to provide CPR and first aid training. Many employers had purchased these services from vendors outside of this service area.
These employers perceived the hospital to be a provider of high quality but also high priced emergency care services. Most employers sent their non-emergency injuries to the nearest clinic or to the employee's own physician. Many insurance companies were directing employers to use "less costly" service providers for non-emergency work related injuries. Only 11 of the employers 58 indicated that they had someone they would consider a "company" physician or facility.
The employers' biggest complaints regarding work related injury care included lack of communication between injury care provider and employer; cost of non-emergency injury if treated in the emergency department; and unwillingness of physicians to be sensitive to needs of the employer for timely return of the employee to the workplace-especially if light duty is available.
Mobile audiometric services from outside of the community provided the majority of audiometric testing for businesses within the community. Pre-placement screenings were done at various clinics and physician offices, as well as other hospitals. However, a significant portion were being performed by outside providers.
Forty-one percent of the employers were required by law to do some health screenings of employees (e.g., audiometric, respiratory, TB skin tests, DOT driver exams, etc.), Twenty of the employers indicated that they did pre-placement drug screening, and 14 employers indicated that they would be doing drug screening within the next year (approximately 413 screenings).
Employers were asked to indicate their interest in purchasing "reasonably priced" services from the hospital. Table 3 indicates the degree of interest employers had in a selection of services.
Product/Service Positioning
The survey demonstrated a very active pattern of penetration from health care providers outside the community in delivering occupational health care services. The survey also demonstrated that employers were looking for cost effective alternatives and would prefer that occupational health care services be provided on a local basis if the appropriate resource were available. While the survey was based on data from a convenience sample, employers participating in the survey included many of the companies in the city and the surrounding area with heavy concentrations of employees and highly visible community profiles.
Many respondents indicated that the hospital needed to "upgrade" its identity to one that is more "user friendly" for employers. Also, many employers were unaware of the scope of services already provided by the hospital. Most employers were very excited about the hospital's willingness to listen to their concerns and indicated they would support the hospital's efforts to make quality health care available in this community.
Based on these responses, the occupational health services concept was developed and began operations in September 1992. To compete with the outside providers who were offering services to employers within this service area, OHS needed to be aggressive in three areas: 1. Coordinating services already present in the hospital, making them convenient and accessible to employers through one coordinator or contact point. 2. Marketing to employers, with increased visibility in community business affairs. 3. Coordinating services among all community health care providers (i.e., referrals to specialists), and communicating with employees' personal physicians.
The program was designed with employer input to aid employers who were seeking quality health care in a very cost conscious business environment, and the program was designed to best use the community's health care resources. The program also was designed to address the needs of segments of the population with little or no direct health care provider ties, such as young adult males. Occupational health services also focus attention on those persons in industry responsible for purchasing health care for their work force. The hospital provided the leadership needed to foster coordination of services among the community's health care providers.
DESCRIPTION OF OCCUPATIONAL HEALTH SERVICES
The occupational health services is a comprehensive approach designed to meet the health care needs of employers within the 10 to 15 mile geographic boundaries of the hospital's service area. The program has four main foci: occupational accident treatment and prevention; occupational health management service; occupational health promotion programs; and family care programs. As a comprehensive program, occupational health services use services from a variety of departments already in place within the hospital structure as well as community physician offices.
Occupational health services encompass the delivery of care to injured/ill workers within the emergency department setting and within the occupational health services department, including follow up care, rehabilitative care via occupational and physical therapy (OTIPT), and coordination of referrals to outside providers/physician offices.
Occupational health services rely heavily on diagnostic services in providing information to the employer, with pre-placement physicals, drug screening, pulmonary screening, hearing testing, etc. In the ever changing OSHA regulated environment, occupational health services provide both employers and physicians with updates on new policies and regulations. FEBRUARY 1994, VOL. 42, NO.2 
The least expensive way to handle lost work time is immediate treatment for injuries, coupled with aggressive case management and rehabilitation measures.
Health and wellness programs are designed to be available, affordable, and easily accessible for employees. Family care programs such as adult day care, sick child care, hospice, and respite programs provide the worker with the back up needed to insure that work hours can be productive and not adversely affected by family commitments and concerns.
The occupational health services program is a proactive strategy designed to replace the present fragmented structure which also includes care delivery from providers outside of the community. By coordinating a joint effort among all physician practitioners, the hospital can maintain its competitive edge and continue to provide to the area's physicians the inpatient care facility they need to complement their office practice.
Because the hospital provides the inpatient care services needed by all physicians within this geographic area, it has the ability to effectively interface with all physician providers in the area. The hospital's board represented a diverse network of physician professionals within the community.
The occupational health services program was designed to aid employers in addressing costs associated with employee health care by providing cost effective quality care, decreasing lost work days by encouraging physicians to be more cognizant of light duty options, and increasing employer awareness of OSHA regulations and methods for meeting these regulations. The least expensive way to handle lost work time is immediate treatment for injuries, coupled with aggressive case management and rehabilitation measures.
IMPLEMENTING THE CONCEPT
Revenues generated from occupational health services come from direct and indirect sources. Direct revenues are those judged to be a direct result of interaction between the occupational health services staff and employees. Direct revenues are generated from DOT physicals, preplacement physicals, audiometric screening, treatment of non-emergency work related injuries, return visits, and drug screen collections.
Indirect revenues are collected for services performed by other departments and are generated via increases in x-ray, laboratory and emergency room services, OT/PT, respiratory therapy, and health promotion programs. Once the volume of work hardening visits increased to a point at which the present OT/PT space and personnel could not handle it, work hardening was to be moved off site and become a direct revenue for occupational health services.
The estimates for increasing the margin on indirect revenues generated by OHS was very conservative. Some programs increased lab and x-ray usage by as much as 700/1:. Qualitatively, occupational health services contribute to the community's image of the hospital. Prior to initiation of the program, the hospital was perceived to be the provider of choice for work related injuries only when those injuries were serious or life threatening.
Initially, the program required some capital expenditures for audiometric and vision testing equipment. One examination room and one office room were set up in space adjacent to the emergency department. These rooms required no reconstruction. Also, there was a bathroom in the area that was suitable for collecting urine specimens for drug screening. It required no renovation. The largest salary costs were for the nurse case manager and the contracted occupational medicine physician hours. A nurse case manager was selected from the emergency department staff, and training in occupational health nursing through self study and conference attendance was initiated.
Occupational health services require physician staffing on a Monday through Friday basis. Emergency Department (ED) physicians, with the assistance of the nurse case manager, began triaging work related injuries and caring for non-emergency injuries in the occupational health services clinic, charging significantly less than ED prices. After hours injury care is coordinated through the present ED. A certified occupational medicine physician was contracted for providing second opinions, monitoring employees in work hardening programs, serving as the Medical Review Officer (MRO) for drug screenings, and conducting educational programs.
This staffing model was in direct response to employers' requests for less costly non-emergency room care and the perceived need to have a physician knowledgeable in occupational medicine. In this model, the occupational health nurse and medical assistant are responsible for the day to day communications with employers, primarily setting up screening examinations, communicating directly with employers when work related injuries are seen in either occupational health services or ED, and collecting drug screen specimens.
The department manager interfaces with all other departments as well as orchestrates direct marketing activities to employers within the area. Occupational health services required some special software for scheduling and tracking workers' compensation related visits, as the present hospital computer system could not be adapted to supply all the needed parameters for occupational health services.
Physician Support
To succeed, the occupational health services program required the support of the physician staff The effective delivery of occupational health services in this service area cannot be accomplished without the coordination of care among all health care providers in this area. This required developing a marketing plan that focuses on the abilities of all providers to coordinate care for community members. Another effective marketing strategy was setting up information breakfasts at which physicians from the community and the occupational medicine physician jointly provided an hour long educational session on pertinent topics for employers.
EVALUATING PROGRAM SUCCESS
To date, the success of the program has been linked to the hospital's ability to attract and maintain the interest in and utilization of services by employers and the ability of the nurse case manager and physician staff to coordinate care and service with all physician providers within the service area.
In the future, occupational health services will need to be evaluated both quantitatively and qualitatively. Quantitatively, the success of the program will be measured in terms of direct and indirect revenues generated. This will require some re-programming of data so that workers' compensation reimbursement can be more accurately tracked through the hospital's computer system. Those working most closely with the employers will be able to judge the effectiveness of the program based on utilization of service statistics.
Qualitatively, the program will be judged on comments and ratings solicited from both employers and their employees via written and phone survey methods. Continuous quality management practices were incorporated into the design of the program, so that regular analysis of quantitative and qualitative data drives process improvement. Issues that arise will be addressed by process improvement teams whose membership 1.
2.
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Community health plans must include comprehensive approaches to meeting employment related health care needs.
To be effective, occupational health services should be based on a complete assessment of the needs of employers in the community.
Integration of community health care resources requires strong communication links, cooperation, and collaboration among providers.
